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American Specially Health Networks (ASH Netwe. _; INITIAL HEALTH STATUS
P.0. Box 508601, San Diego, CA $2150-5001 {Chiropractic) Fax: 8774274777
Patient Name: Birthdate: Sex: M/F
Address: Ciy: State: Zip:

Telephone: Social Security # Driver Lic. #

Work Phone:

Qcoupation: Employer:

Primary Care Physician Name: PCP Phone:;
MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[] Headache [} Neck pain [] Mid-back pain [_] Low back pain

~

[ Other, S 3 B R VR
isthis? [ ] Work Related 1 Auto Related O wa ;} ¥ ¢ \
Date Problem Began: o ‘*\ é/ z@
How Problem Began: 1 &

Current complaint (how you feel today):
i ! ,
0 1 2 3 4 5 6 7 8 9o 10 L
§_NoPain
How often are your symptoms present? 5:}—25% 51-75% [ 176-100%
Can you perform your daily activities? [ Yes [] No (Describe any current activity limitations)

HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN? [TINo [ Yes Date{s) taken:
WHAT AREAS WERE TAKEN?
Please check all of the foliowing that apply toyou: [ _] None Apply
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No Yes Condition No Yes Condition

[0 [0 History of Recent Infection [ [ Prostate Problems

1 [ RecentFever 1 [0 Frequent Urination

1 [0 HW/AIDS 1 [0 Currently Pregnant, # weeks
1 [ Diabetes 1 [ Abnormai Weight [ 1Gain [|Loss
1 [ Corticosteroid Use 1 [ Epilepsy/Seizures

T L e {] ([ Visual Disturbances

1 [ High Blood Pressure [ [ Low/Mid Back Pain

1 [ stroke (date) 1 [ NeckPain

{0 ([ Dizziness/Fainting U1 [ Arthritis

1 [0 Numbness in Groin/Buttocks 1 [ History of Alcohol Use

1 [ Urinary Retention " [0 [ History of Tobacco Use

1 [ Aortic Aneurysm {1 [ Nocturnal Pain (pain at night)
™ O CancerTumor 1 [ surgeries

1 [ Osteoporosis

1 [0 Recent Trauma [0 0 Medications:

Family History: [[] Cancer [ ] Diabetes [ ] High Blood Pressure [_| Cardiovascular Problems/Stroke

I certify that the above information is complete and accurate. if the heaith plan information is not accurate, or if t am
not eligible to receive a heaith care benefit through this provider, | understand that | am liabie for ali charges for
services rendered and | agree to notify this doctor immediately whenever | have changes in my health condilion or
heaith plan coverage in the future. | understand that my chiropractor or 2 clinical peer emploved by ASH Networks

may need to contact my physician if my condition needs to be co-managed. Therefore | give authorization to my
chiropractor and/or ASH Networks to contact my physician, if necessary.

Patient Signature: Date:
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Nill Fam iingEiropract'}?c & Weﬁncss (enter
Dr. james F Ni;i DC

INFORMED CONSENT TO CHIROPRACTIC

- TREATMENT
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b) There ave reported cases of stroke associated with many common neck movements including
adjustment of the upper cervical spine. Present medical and scientific evidence does not esiablish
a&&%&mm&éﬁ%mﬁ&c&sﬁp%wmmwjﬁmmmmﬂ
of siroke. Furthermore ﬂzeappazﬁztassociaﬁmismdvayizﬁ'equ@nﬁy; However, you are
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Chiropractic treatment, including spinal adjustment, has been the subject of govemment reports and multi-
disciplinary studies conducted over many years and has been demonsirated to be effective treatment for
many 1eck and back conditions involving pain, mmmbness, muscie spasm, loss of mobility, headaches and
other similar symptorms. Chiropractic care coniributes to your overall well being, The risk of injuriss or
mtﬂmmﬁmma&dmmwﬂkmwom

I acknowledge I have discussed, or have had the opportunity to discuss with my chiropractor the nature and
p@osaofchiropr&cﬁctremmﬁhgmerﬂa&émy&emneﬁinpwﬁeuia(mciﬁdiﬂgspmaiadjmm}as
well as the contents of the Consent.

1 consent to the chiropractic treatments offered or recommended to me by my chiropractor including spinal

adjustunent, Im&ﬂaisConsammappiytoaﬁmymmmﬁmrec&n@m care.
Patient Signaturs (or Legal Guardian) Signature of Witness

Patient Printed Name Witness Printed Name

Date : Date

Prior Chiropractic Treatment Information

Name of Chiropractor: : Location (city):
- When vias your last treatment? : Have you had X-rays?
4806 W. Jefferson Blivd.

Fort Wagnc, IN 4480+
Phone: 260-459-2205

F ~-Mail: émﬁi@nﬁchiiro?racﬁc.com



.. amily Chiropractic &Wellness
T DrJamesP.NID.C.

Nill Family cmwpractié & Wellness Center Consent for
Use or Disclosure of Healith Information

® Wemem&sdmymmmmﬁmngmmmmﬁ&sym
potentiall y respoasible for the payment of your services, - :
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Your Right Toﬁmitﬁgcrm’

i n%amm&owﬁnghmm&emmmmymaﬁ@tmmw&
informationiftbeyéecidetemaanycfmdaims_

Ihavemadymmsentpaﬁcyandagmetaﬁsfem& I acknowledge that I have received a
copy of this notice,

Patient’s Printed Name Authorized Provider’s Representative Pfinfed Name

Patient's Sim Authorized Provider's Representative Signanire

Date {Patient’s Representative’s Primted Name}
{Patient’s Representative's Signature}

{Description of Patient’s Representative's authority to act for the patient}
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I bave mdywmmmﬁcyméageetoitm IMMIMWa
copy of this notice,

Patient’s Printed Name Auwthorized Provider's Representorive Printed Nome

Patiet's Signatars | Aulhortzed Frovider's Represenianios Sigmans

Date {Patient’s Rq:resemaﬁve’si’nmedName}
{Patient’s Representative's Signature}

{Description of Patient's Regresentatwe’s .&Iﬂnmiy to actfor ﬂzepmm}
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Nill Famii?(}:fropractic & Wcun;s (Center
Dr. James . Nill D.C.

Patient Name:

ASSIGNMENT OF INSURANCE BENEFITS
I authorize and direct that payment be made directly to:

James P. Nill, DC

Nill Family Chiropractic & Wellness Center. LLC
4606 W. Jefferson Blvd.

Fort Wayne, Indiana 46804

For any and all insurance benefits or reimbursement for services rendered by him which
amounts would otherwise be payable to me under any insurance or pre-paid health care
plan. This is irrevocable.

Patient Signature Date

PAYMENT AGREEMENT

I understand that there is no guarantee that my insurance company or pre-paid health plan
will cover or pay for all of my charges.

Benefits quoted from the insurance companies are not a guarantee of payment until
claims are processed and paid. Any procedure or product not covered under your
insurance company or pre-paid health plan is the patients’ responsibility.

A 2% interest per month will be applied to your account if payment is not received within
30 days of statement date.

Non payment of services rendered will result in accounts being sent to collections after 90
days of original bill/statement. Patients will be liable for all collection costs and atiorney
fees.

Patient Signature Date
4606 W. Jefferson Bivd.
For!: Wagne, EN 46804
Phone: 260) 459-2205
I ~Mail: CImiﬁ@niﬂc%iropractic.com



Nill Familg Chiropractic & Wellness (Center
Dr. James F Ni” DC

CANCELLATION NOTICE

I , understand and agree that should I fail to show up for my
scheduled appointment without a 24 hour notice of cancellation that I am subject to
a $30.00 cancellation fee. This fee will be added to my statement and billed
directly to me as my responsibility to pay.

Our office understands that emergencies do arise. Should you need to cancel due
to an emergency, but rescheduled your appointment with Dr. Nill at that time, the
$30.00 fee will be waived. Rescheduling an appointment more than three times will
result back to the cancellation fee of $30.00.

Patient Signature

Date

4606 W. Jefferson
Fort Wayne, IN +és0+
Phone: 260-459-2205
£ ~Mail: drniu@ni“chiropracticcnm



